Baby McA. was adnmitted to the City and County Hospital, Londonderry, on 1Ith July, 1954, delivery having occurred normally at home some twelve hours before admission. On examination she was in acute respiratory distress, and there was gross swelling and deformity of the neck. On first inspection this was considered the cause of the dyspnoea, but it was nevertheless considered advisable to carry out urgent radiological investigation of the thorax to exclude the presence of other congenital abnormalities such as a malformed diaphragm, which could, of themselves, have rendered survival impossible. No such abnormalities were, in fact, found. The infant exhibited gross deformity of the thoracic region and neck, which latter area appeared to be the seat of a very large hygroma cysticum extending upwards into the region of the angles of the mandible, the submandibular region, and even into the cheeks. There was associated macroglossia and macrocheilia. The thoracic deformity wvas apparently due to the strong respiratory 135 efforts of an otherwise lhealtlhy infant acting on a pliable and elastic thoracic skeleton. \Vhile the upper thorax was completely obscured, the inspiratory activity produced an elevation and protrusion of the sternum, the chest assuming an exaggerated "pigeon-breast" appearance on inspiration. T'reatnzent. As a first measure, a size 00 endotracheal tube was passed, laryngoscopy being rather difficult due to the macroglossia and extreme anterior position of the larynx-even further forward than in the normal infant. The larynx itself appeared normal. When the tube was in situ, the infant's condition improved remarkably, and the thoracic outline lost its deformity.
Further treatment now became a matter of comparative urgency, in view of the certainty of the endotracheal tube causing laryngeal sepsis if it were left in unduly long, and operation wvas decided upon.
Premedication of atropine sulph. gr. 1/200 was administered, and anoesthesia was induced via the endotracheal tube using nitrous oxide, oxygen and minimal ether. Through a collar incision suitably placed, the more superficial portions of the loculated mass were easily removed, but as (lissection proceeded, it became manifestlv impossible to accomplish total removal. 'I'he deeper dissection progressed, the more cysts were uncovered, extending deeplv into the floor of thle mouthl, the region of the styloid process, and dowxvnwards at least to the superior nmediastinum. Nevertheless, it was hoped to accomplish sufficient "decompression" of the neck to relieve the respiratory obstruction. To this end, as many of the cysts as possible found in relation to the trachea were removed, but many in the deeper planes of the neck, the sub-mylohyoid an(d styloid regions, had perforce to be left.
After removal of as many of the cysts as possible, the incision was sutured with drainage.
At the end of the operation, the endotraclheal tube was removed, and the airway noxv seemed satisfactory. The infant wxas returned to an oxygen cabinet, but soon, however, respiratory obstruction was again in evidence, and was not relieved by traction on the tongue. Convulsions and pallor (signs of anoxia in the neonate, which can be grossly anoxic without cyanosis under these conditions) were not noted. Repeat (1941) , after his experience of a particularly extensive infiltrating lesion, believes that surgical excision may sometimes be impossible. Ward, Hendrick, and Chambers (1950) report excellent results from surgical excision in all their twenty cases. Hygromas are said by some to undergo spontaneous disappearance, or to disappear following infection, but Figi, quoted by Pfahler and Pulman (1950) , stated that, in his experience, acute infection (lid not cause the growth to disappear spontaneously; rather, it proved fatal in seven of thirteen cases. Sarason and Roberts (19593) suggested swabbing the remnant with tincture of iodine, but this is obviously inapplicable to cysts that could not be exposed, as in the case under review. As regards macroglossia, Lierle (1944) describes an anterior amputation of the tongue with wedge resection which he has practised successfully in a few of these cases. Pfahler and Pulman (1950) report a case successfully treated by radiotherapy, without interference with growth, and without affecting the skin. This measure, indeed, had been our hope post-operatively, but it was advised against by the radiotherapist.
In this hospital a similar respiratory obstruction occurred in a newborn infant from a thyroid tumour, and death occurred eight hours after operation. In this 137 infant, however, tracheotomy was not done until it was moribund, and until irreversible anoxic damage had occurred. It would appear that several factors may be operating in the causation of post-operative respiratory obstruction following cervical surgery in the neonate. CEdema may arise following not only intubation, but also dissection close to the larynx and trachea-this latter factor being held to be responsible in the fatal case reported by Hanlon and Seybold (1950) SUMMARY. A case of hygroma cysticum colli causing respiratory obstruction in the newborn infant is described.
The causation and treatment of respiratory obstruction after extensive cervical surgery is discussed.
A plea is made for earlier prophylactic tracheotomy in these cases to avoid the obstruction caused by cedema of the larynx and the progressive development of anoxia in an already shocLked child.
